M
any times in my career, I have looked back on the patient care I have provided and thought about what I could or should have done that might have led to an even better result. Being reflective about our practice and discussing it with our knowledgeable colleagues often will provide us with new ideas. These ideas can motivate us to seek out what, if any, evidence exists to support a new patient care practice.
In nursing, we must be vigilant lifelong learners. The data and science behind our practice is ever changing. It is imperative that we know and implement the most current evidence to prevent harm to our patients and promote the best possible outcomes. Advanced planning, or as many of us know it, "the plan of care," is what distinguishes nurses' contributions to the perioperative arena in a positive and productive way.
One of the ways perioperative nurses proactively contribute to the prevention of harm in the OR is by correctly positioning patients for each and every procedure. Surgical positions are often complicated, and maintaining the patient's proper body alignment can be a challenge. Each year, an estimated 2.5 million patients in US health care facilities develop pressure injuries, and these injuries lead to death for approximately 60,000 patients annually.
1 Even more concerning is the high rate of pressure injuries for patients undergoing surgical procedures, estimated at 8.5% for procedures that last longer than three hours.
2 Overall, pressure injuries that develop in the perioperative setting are estimated to account for 45% to 66% of all health care-associated pressure injuries. 2, 3 This is a much higher percentage than many of us would have believed, and this problem certainly requires our attention.
CORRECT POSITIONING
Years ago, before we had the advanced positioning devices and supplies we have today, we used a variety of items to help position a patient. We might have used everything from a rolled-up sheet to an IV fluid bag. Today, we know much more about what is effective for positioning a patient to reduce the risk of injury. For example, we know that pillows, blankets, and molded foam devices are not effective for pressure distribution. Towels and sheet rolls do not reduce pressure and may even cause a positioning injury as a result of friction.
4
Being the patient's advocate requires knowledge of the correct positioning practices. Too often we hurry through the positioning process without taking the time to really evaluate the patient's risks and mitigate them. Core concepts we should keep in mind include, but are not limited to, the following.
• Injuries resulting from improper positioning are preventable and are a liability.
• Surgical patients are often in unnatural positions and are unable to communicate or adjust to alleviate their discomfort or pain. It is up to the surgical team to identify and correct any problems in the patient's position.
• Personnel should communicate and document all positioning interventions before, during, and after the procedure and communicate all relevant positioning information during hand overs. 4, 5 • Personnel should use equipment and supplies according to the manufacturer's instructions for use.
patient's age or body mass index) that must be determined and monitored on a case-by-case basis.
• Special attention should be paid to high-risk areas of the patient's body, such as the sacrum, heels, or bony prominences.
• Injuries can occur at any stage of surgery, starting in preoperative care, and may not present until up to 72 hours after the surgery. 6 Monitoring for pressure injuries is crucial before, during, and after the surgery takes place.
• Personnel should follow guidelines from AORN and the National Pressure Ulcer Advisory Panel (eg, "Guideline for positioning the patient," 4 Support Surface Standards Initiative 7 ).
When possible, it is ideal that the position during surgery is comfortable for the patient when he or she is fully awake. If the OR bed will be tilted or moved into the sitting position during surgery, the anticipated position should be practiced before skin preparation and draping to ensure that support mechanisms and straps are secure and that the patient tolerates the position physiologically. 5 Anesthesia also is a consideration. The physiologic changes a patient may experience while under anesthesia can put him or her at risk for pressure injury. Anesthetic agents prevent the patient from experiencing the normal muscle tone and pain sensations that allow a waking patient to adjust his or her body position in response to excessive pressure. 8 We have to think about how and when to reposition a patient during surgery. However, because of many factors, patient repositioning may not always be possible. 9 Engels et al 3 suggested that pressure mapping surfaces may be beneficial in alerting caregivers to a patient's decreased tissue tolerance before a pressure injury develops or worsens. As the science advances, this might become common practice in the ORs of the future. Being able to pinpoint the location of the pressure before it affects the patient would be ideal so that repositioning can occur before the injury becomes irreversible. 10 In today's ORs, we have an abundance of supplies and devices we can use to position the patient correctly. In addition, the mattress that the patient lies on is critical to the prevention of pressure injury. Gel pad overlays or thermo-activate form pads significantly reduce the risk of pressure injuries compared with the standard OR mattress.
11 Replacing mattresses when they are worn or torn also is an expectation and will help in harm prevention. This is another proactive step we can take to enhance safety.
Risk Assessment
There are many and various risk assessment scales that can be used to determine the amount of risk of injury for a patient. Some of the more common scales are the Braden Scale, the Munro Scale, and the Scott Triggers Tool. A variety of factors affect the degree of risk for injury related to positioning surgical patients:
• type and length of the surgical procedure;
• whether the patient is positioned correctly;
• adequate access to the operative site;
• the patient's age, height, weight, nutritional status, and level of mobility;
• comorbidities; and
• type of anesthesia. 4, 5 Taking these items into account and having the needed positioning devices and padding available will require a team effort; everyone needs to be alert to the risk of pressure injury and discuss whether all preventative measures have been followed. Teams may include this in their time-out process to ensure it has been completed before the procedure starts.
Documentation
Perioperative nurses understand the need and requirement for complete and accurate documentation. The health care organization should maintain documentation of all aspects of patient care that involve patient positioning, including the use of positioning equipment and devices. 4 Specific information that perioperative RNs should document includes
• details of the preoperative and postoperative assessments;
• names and titles of the personnel involved for all aspects of patient positioning;
• patient positioning activities throughout the surgical procedure;
• detailed positioning of the patient, including all extremities;
• descriptions of positioning equipment used and how it was applied;
• use of additional padding with details on the application and reason; and
• any other actions taken throughout the day to address positioning safety. 4, 5 Nursing documentation is often used to show adequate preventive care was taken in response to a complaint or injury.
CONCLUSION
Proactive prevention of harm is part of our patient safety mission. AORN supports the safe care of every patient undergoing an operative or other invasive procedure. Every day, in thousands of ORs around the world, perioperative nurses advocate for the safety of their patients by ensuring proper positioning is taking place. Customizing the plan of care based on the patient, procedure, surgeon, and surgical team will help to prevent harm successfully.
Using supplies and devices designed for positioning as they are intended to be used should be our everyday practice. Inspecting the OR mattresses and replacing them as needed so that the foundation on which our patients lie is the best it can be is key. We can take pride in knowing that our vigilant documentation of care will accurately reflect our practice. As the old saying goes, "an ounce of prevention is worth a pound of cure."
